Per cents may not add to 100 because of rounding. 2 Number of resident patients per 100,000 of the estimated population as of July 1 of the specified year. Base for total rate, years [1941] [1942] [1943] [1944] [1945] , is total population.
Base for all other rates is civilian population. 3 Veterans' hospital data for the period 1941 through 1945 referred primarily to patients in VA neuropsychiatric hospitals. In 1946 and 1947, the data included patients in all types of VA hospitals and in other federal hospitals. In 1948 through 1950, coverage was reduced somewhat to eliminate duplicate counting by excluding VA patients in "other federal hospitals." The bulk of these patients were in St. Elizabeths Hospital, Washington, D.C., and are therefore included in data for state hospitals. 4 Excludes patients in Iowa county homes. Also one hospital was transferred from city to state auspices in 1948.
As of June 30, 1950, there were 577,000 patients or 3.8 per 1,000 population resident in all hospitals for the prolonged care of the mentally ill in the United States (Table 1 ). In addition there were 94,000 patients on extra-mural care. These patients, although not resident in the hospital, are still under supervision of the hospital.
In a single year the movement of patients in and out of these hospitals is considerable. For example, as of July 1, 1949, there were 656,000 patients on the books and in the following twelve months there were 263,000 admissions, 188,000 discharges, and 47,000 deaths. Thus there were over 900,000 patients under the care and supervision of mental hospitals during that year. This is about equal to the combined populations of the states of New Hampshire and Vermont.
The characteristics of patients admitted for the first time to longterm hospitals, especially to the state mental hospitals, are well known. The first admission rate to the state hospitals rises from a low of 22 per 100,000 for persons under 15 years of age to 78 at 30-34 years, levels off between 80 and 90 for persons 35 to 59 years, rises to 100 at ages 60-64 years, and climbs rapidly to a high of 278 at ages 70 and over ( Figure 1 ).
These rates also give us information about age differences in first admissions for different types of disorders. For example, in the age range 15-44 years, schizophrenia and manic-depressive psychoses predominate. During the next decade of life the involutional psychoses, general paresis, and alcoholic psychoses attain considerable importance. In the sixties, psychoses with cerebral arteriosclerosis and senile psychoses assume prominence, and these mental diseases of the senium continue to rise in frequency until the end of the life span.
About 85 per cent of the resident patients are in the state mental hospitals. One quarter of these have been hospitalized for more than sixteen years, one-half for more than eight years, and three-quarters for more than two and a half years. Although admissions of senile cases have increased greatly in the last decade, the resident population of most mental hospitals consists largely of a slowly accumulated residue of schizophrenic patients who are admitted during youth or early maturity and stay, in many cases, for the rest of their lives. The turnover of senile cases is very rapid because of their high death rate. These facts are illustrated in Tables  2 and 3 Other and Unclassified There is an extensive literature on the characteristics of admissions to long-term hospitals, such as the studies of Malzburg (1) and Dayton (2) . There have also been a series of ecological studies on psychoses in which admission rates to mental hospitals have been studied in relation to various socio-economic factors. The best known of these is the study of Faris and Dunham (3) on hospitalized mental disorders in the Chicago area.
However, these studies have only scratched the surface. Much more remains to be done. I shall mention two areas in which additional studies are needed. The first has to do with admission rates to mental hospitals. The second is concerned with longitudinal studies of patients to extend our knowledge as to what happens to them during their hospitalization and following their discharge back to the community.
Studies of Admission Rates
As our mental health programs develop and, hopefully, as research turns up methods for preventing and controlling mental disorders, indices will be needed to determine whether the incidence, prevalence, and course of specific mental disorders have been altered. First admission rates, long regarded as an incidence index for the psychoses, have been used to answer questions on whether there has been an increase or decrease in the incidence of specific disorders. Such studies, however, no matter how carefully done, suffer from the limitation that the relationship existing between the number of persons hospitalized for a given disorder and the number of persons in the population with the same disorder who never reach a mental hospital is not known. Hospitalization rates are a resultant of the incidence of mental disorder and a series of factors that determine the number of persons who are eventually admitted to mental hospitals, such as: availability of mental hospital beds, availability and usage of other community resources for diagnosis and treatment of mental disorder (for example, general hospitals with psychiatric treatment services, psychiatric clinics and private psychiatrists), and public attitudes toward hospitalization. Thus, to understand more fully the distribution and course of mental illness in the population it is necessary to study hospitalization rates in relation to these factors. The solution to this problem is difficult, since it is dependent primarily upon development of practical case finding methods and standardized diagnostic procedures for detecting various mental diseases in the general population.
A project in this category is in progress in Syracuse, New York, under the direction of Dr. Ernest M. Gruenberg of the New York State Mental Health Commission (4). This study deals specifically with psychoses associated with the aging process. These disorders are a serious problem for the mental hospitals, since the rates of admission have been increasing continuously over the years until now they constitute close to 30 per cent of first admissions. A major objective of the Syracuse project is development of case-finding methods for detecting unhospitalized persons with senile psychoses, and relating this number of cases to the number of cases actually committed. Relationships between the hospitalized and nonhospitalized senile cases will be studied according to various social and economic factors. A further step will be the development of clinical and preventive services in the community to learn what effect adequate services can have on reducing the incidence of mental illness among the older residents. The starting point for this study is the records of the admissions of residents of Onondaga County to New York State civil and licensed mental hospitals for the period 1935-1944.
Additional studies of this type are needed, taking as their starting point other major mental disorders.
Follow-Up Studies on Cohorts of Admissions to and Discharges from Mental Hospitals
The concept of the mental hospital merely as a place of custody is no longer acceptable. To make these hospitals effective in their modern role, we must learn more about the patient, what happens to him in the hospital, and what happens to him upon his return to the community.
Mental hospital populations constitute an ideal group to which to apply life-table methods for describing their hospital experience. They consist of large groups of patients hospitalized for periods of time varying from a few days to many years. Their dates of admission to and separation from the hospital (either alive or dead) are known along with other data that are routinely reported such as sex, race, birth date, diagnosis, types of therapy. Despite the availability of these kinds of data, there have been very few studies designed to answer such questions as: Of patients admitted in a given year, what proportion remain in the hospital, are on convalescent care, discharged, or dead within six months, one, two or three years following admission? How are discharge and death rates related to diagnosis, sex, race, age at admission, therapy, and other relevant factors?
To illustrate how useful the cohort method of analysis is in determining what has been happening to patients in mental hospitals over a long period of time, an attempt was made to answer the question: "What is the current experience of patients during the first year following admission in terms of the per cent remaining in the hospital, out of the hospital, or dead, within the twelve-month period following their admission? How does the current experience compare with that of some earlier period?"
The mental hospital systems of seven states were asked to follow each patient admitted for the first time in 1948 for a full twelve-month period and to determine at the end of that time how many, by diagnosis, were still in the hospital, out of the hospital, or dead. "Out of the hospital" was defined as release to convalescent care or direct discharge, whichever came first. A similar set of data were found for patients admitted for the first time to New York State civil hospital system in 1914. It is believed that these data provide a reliable base line for comparison because of the outstanding quality of care the New York State hospitals have always provided. Table 4 compares the combined experience for seven states with that of New York State in 1914. It is realized that such comparisons are rather hazardous to make, especially when rates are unadjusted for age, sex, comparability of diagnoses, and many other factors. Unfortunately more refined statistical data are unavailable so that it was not even possible to compare even one state in this series with itself over a long period of time. Nevertheless it is felt that this particular illustration is worth-while to indicate the importance of life-table methods in the study of mental hospital populations.
The data in Table 4 suggest that there have been important changes in the hospital experience of different types of mentally ill patients during their first year of hospitalization. To name only a few, the proportion of schizophrenic patients out of the hospital within twelve months is now 56 per cent as compared to 33 per cent in 1914. The proportion of involutional psychotics out of the hospital has increased from 35 per cent to 70 per cent and there has been a striking decrease in death rate from about 22.5 per cent to 4 per cent. On the other hand, many more patients with mental diseases of the senium (42 per cent as against 27 per cent) are in the hospital at the end of the first year, a result of the striking decrease in mortality rate (from 56 per cent to 42 per cent). These findings are all in accord with the experience of most mental hospital administrators.
This table emphasizes that a mental hospital provides care for people with a variety of disorders, each of which has its own prognosis. It also Includes psychosis with cerebral arteriosclerosis and senile psychosis.
emphasizes the need for carefully planned studies of the life histories of mental hospital patients designed to show the effects of changes in patterns of treatment and care on eventual outcome. In this connection, it is important also to follow up patients released from the hospital. On a nation-wide basis, we have only the crudest data about discharged patients. We need information such as the following: Of patients who have been discharged, how many relapse and how soon? How are relapse rates related to diagnosis, sex, age on admission, length of hospitalization, therapy? Furthermore, we should like to know what social and environmental factors encountered by discharged patients are related to relapse or successful readjustment. Follow-up studies of patients discharged from tuberculosis sanatoria have proven very profitable in our understanding of that disease. There is no reason to suppose that such studies would be less valuable in the study of mental illness. Accurate follow-up data on discharged mental patients can serve as the basis for "discharge prediction" techniques, weighting significant factors in the patient's life history, diagnosis, clinical course in hospital, degree of improvement, and expected family and community environment. Furthermore, better understanding of relapse factors would greatly aid the development of rehabilitation programs for patients, while they are still in the hospital and later when they have returned to the community.
Summary
The hospitalized mentally ill constitute a major health problem. Large numbers of persons are involved and their disability creates a serious economic problem for themselves, their families, and society. There is a vast amount of research that must be done on the etiology, epidemiology, and treatment of mental disorders. The results of such research should lead the way to the development of more effective methods for prevention, control, treatment, and rehabilitation. Because of the complexity of the problems involved, many of the research projects must be interdisciplinary, combining the skills and knowledge of the psychiatrist, specialists in other branches of medicine, the psychologist, social scientist, the epidemiologist, and the statistician, to mention only a few. I have elaborated on only two types of studies that are needed, studies of admission rates and follow-up studies of cohorts of admissions and discharges. Others are needed, for example, studies related to the impact of mental illness on the family-i.e.-to the ways in which the roles, attitudes, and interpersonal relations within a family change following the hospitalization of one of its members, and to the frequency with which major illnesses, both mental and others, occur in the families of the mentally ill. But time does not permit me to elaborate further. However, I hope that this discussion has emphasized my belief that mental hospitals are an important resource to be tapped for long-range studies of chronic illness.
